Introduction
Physicians and other health providers in primary care are more likely to suspect and detect depression in older adults when symptoms of depressed mood are prominent (especially feeling sad or blue or reporting crying spells) as part of a diagnosis of 1 However, 20% of adults with clinically diagnosed depression do not endorse symptoms of depressed mood; this finding has shaped the Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV and now DSM-V) diagnostic criteria for major depression to require the presence of either depressed mood or anhedonia (loss of interest or inability to derive pleasure from normal activities). 2, 3 Furthermore, dysthymic disorder without concurrent or prior major depression and subsyndromal depressive symptoms rival the prevalence of major depression in older adults, [4] [5] [6] [7] have similar risk factors as major depression, indicate older patients at risk of developing major depression, and worsen medical outcomes. 8, 9 As with major depression, these depressive conditions often are not recognized by health providers, or may be dismissed as a normal part of aging, unless dysphoric mood is prominent.
In their comprehensive review of depression in the context of medical illness, Gastelum et al 10 conclude that although co-morbid major depression creates additional debilitation in many disease conditions, its treatment does not have a major impact on medical outcomes. These researchers acknowledge that treating depression only once it has developed into an episode of major depression may be "…too late in the game to meaningfully reverse course". Instead, they suggest that there should be greater preventive efforts to screen and address psychosocial stressors in patients who are most at risk of developing major depression. However, other researchers challenge the pre-occupation with co-morbid major depression in diabetes, maintaining that in many situations, subsyndromal depressive symptoms, and even subthreshold symptoms that are approaching clinical significance, are non-pathological manifestations of distress in coping with illness-specific stressors and other life stressors that impinge on an individual's capacity to manage their illness. [11] [12] [13] [14] Difficulties with glycemic control, for instance, occur at all levels of depressive symptoms, even at low levels, suggesting that they tap distress rather than depression in this context. 15 On the other hand, clinically significant depression is more common when diabetes occurs with co-morbid disease. 16 Co-morbid conditions of diabetes, such as cerebrovascular disease (CVD), may suggest illness contexts where a pathological process of depression, as well as distress, may coexist. Late-life depression (dysthymic, subthreshold, subsyndromal, and major depression) may present in atypical ways, involving low levels of dysphoric mood, such as sadness, 17 masking the depression from detection. Although distress might be experienced, vascular depression may be the primary mental health condition. Vascular depression, a major category of "masked depression," is characterized by anhedonia and social withdrawal and, in more progressed phases, by cognitive impairment and psychomotor retardation. The literature reveals that etiology is linked to CVD and magnetic resonance imaging evidence of lesions in frontal caudate circuits, which are associated with advancing age, [18] [19] [20] and may be more prevalent in contexts of life stress and inadequate social support. 21 In concert with this vascular dysregulation, chronic inflammation due to co-occurring obesity, diabetes, the metabolic syndrome, and vascular disease creates pernicious feedback effects involving sustained generation of proinflammatory cytokines that contribute to the vascular depression. 22 Although proinflammatory cytokines such as interleukin (IL)-1 are known to generate sadness, alexithymia (low emotional self-awareness, discussed subsequently) in the context of vascular dysregulation may mean that dysphoric effects remain attenuated.
There is evidence that diabetes may be a significant risk factor for white matter lesions. 23, 24 Depressive symptoms were predicted by small basal ganglia lesions, but not by larger basal ganglia infarcts, suggesting an association with correlates of small-vessel vascular atherosclerosis, such as diabetes and hypertension. 19, 25 Indeed, advancing age and diabetes were among the independent risk factors for new silent atherothrombotic brain infarction among older Hispanic men and women. 26 Diabetes can trigger episodes of hyperglycemia, which precipitates endothelial, vascular smooth muscle cell, and platelet dysfunction, and increase free fatty acids, insulin resistance, 27 and cognitive impairment. 28 After adjustment for effects from vascular disease, diabetes was found to increase risks especially for developing vascular dementia, as well as Alzheimer's disease (which may be influenced by vascular factors). 28 Similarly, obesity also magnifies the risk of developing late-life dementia, after adjusting for effects from diabetes and vascular disease. 29 Obesity and diabetes may share similar pathways in contributing to late-life dementia since both conditions are associated with atrial fibrillation, in part through their role in precipitating obstructive sleep apnea. 28, 30 Thus, disease-specific effects of obesity and diabetes may aggravate existing vascular conditions that lead to small-vessel vascular atherosclerosis, such as hypertension, while precipitating other vascular effects. On the other hand, vascular conditions may aggravate pre-diabetes and diabetes progression through the metabolic syndrome (a condition of co-occurring excess weight, hypertension, and dyslipidemia) since it is a risk factor for pre-diabetes, insulin resistance, and glycemic dysregulation (hyperglycemia and hypoglycemia). 31 These diverse pathways that aggravate pre-diabetes, diabetes, and vascular conditions lead us to ask whether certain depressive symptoms, or the overall level of vascular depression, may be more prominent when excess weight and/ or diabetes are co-occurring conditions. This issue is critical because the incidence of age-related atherosclerosis is accelerated for individuals with diabetes, 32 and co-occurring combinations of excess weight, diabetes, and hypertension are common in older adults. 33 Indeed, different sources of evidence converge in implicating inflammatory processes in the interrelationships among excess weight, the metabolic syndrome, and type 2 diabetes. 34 Although there has been little research to identify correlates or co-factors for symptom profiles of masked presentation of vascular depression, the neuropsychiatric literature reveals an interesting vein of empirical work on alexithymia (ie, inability to describe and identify one's emotions related to reduced inner awareness of the physiological condition of the body). There is evidence, including that from several brain neuroimaging studies, 35 that alexithymia reduces awareness of bodily sensation in autonomic nervous activity, particularly in the gut, which may lead to hypertension. [36] [37] [38] The impaired ability to monitor bodily homeostasis in terms of perceptions of satiety may undermine glycemic control and precipitate hypoglycemia [39] [40] [41] [42] [43] and increase risks for obesity and diabetes, [44] [45] [46] including diabetes in the metabolic syndrome, a cluster condition of metabolic abnormalities, hypertension, and obesity. 47 In more progressed CVD, alexithymia was detected in men and women with a right-hemisphere stroke, in addition to women with a left-hemisphere stroke. 48 Furthermore, alexithymia was related to serum IL-18 levels in patients with right-hemisphere lesions but not to their stroke severity. 49 The literature does not confirm that when obesity and/or diabetes is present, the characteristically low levels of sadness and dysphoria in vascular depression remain consistent in more progressed vascular diseases (stroke, post-stroke cognitive impairment, and vascular cognitive impairment [VCI] ). Finally, the very definition of alexithymia suggests that it is likely to overlap masked depression characterized by low endorsed dysphoric mood since the concepts have in common a lack of endorsed emotions. Depression scale scores (not deliberately limited to masked depression) in patients with diabetes were positively correlated with scores on the Toronto Alexithymia Scale; 45 however, much remains unknown about the relationship between alexithymia and depression in vascular-related conditions.
The propensity for masked depression is suggested by findings from a meta-analytic review of 19 laboratory studies of reduced emotional reactivity in persons with major depression, compared to non-depressed persons, to both positive stimuli (d=-0.53) and negative stimuli (d=-0.25). 50 Persons with major depression report fewer positive life events, 51, 52 and moreover, low sadness reactivity is related to lower global assessment of functioning scores. 53 The findings regarding reduced emotional reactivity to positive stimuli in individuals with major depression might be considered to imply that individuals with major depression who do not endorse items of dysphoric mood might still be detected based on their responses to items of low positive affect because they are likely to be less emotionally reactive to the positive emotional stimuli in their lives (ie, they report low positive affect regardless of whether the level of positive emotional stimuli is normal or deficient). Since older adults with cerebrovascular-related conditions often present with co-occurring subsyndromal, subthreshold, or dysthymic depression, the pattern of low-endorsed dysphoric mood items and endorsed positive affect items would need to hold in order to identify those at risk for worsening morbidity.
From this review of the literature, it is apparent that period(s) of subthreshold, subsyndromal, or dysthymic depression symptoms are common but may elude detection in CVD, diabetes, and obesity. They may reflect considerable distress from difficulties in disease management, represent a pathological condition that may indicate or precipitate clinical depression, or both. Research efforts should identify contexts of distinct medical conditions, co-occurring conditions, and patient subgroups characterized by 1) distinct symptom profiles and 2) indistinct symptom profiles where there is much symptom heterogeneity from patient-to-patient but aggravated overall levels of depressive symptoms. The present study contributes to the feasibility of this type of research because it demonstrates an advance discovered by the author for estimating a multiple indicators-multiple causes (MIMIC) structural equations model that specifies all possible causal pathways. This exhaustive specification makes it possible to reveal these diverse contexts without bias.
Distinct or indistinct symptom profiles may characterize subgroups experiencing alexithymia, vascular depression, or both. These individuals are not aware of experiencing negative affect and are, therefore, less likely to endorse dysphoric mood items in the Center for Epidemiologic Studies Depression Scale (CES-D). However, it may be hypothesized that risk for alexithymia, vascular depression, or both may be revealed when these individuals also endorse CES-D items of positive affect weakly, or not at all, since indications of low positive affect reflect anhedonia (lack of interest or pleasure). It is reasonable to expect that it would be easier to recognize that one cannot remember feeling happy, hopeful, or enjoying life compared to remembering that one actually did feel sad, blue, depressed, or had crying spells, as well as how frequently. The Diabetes, Metabolic Syndrome and Obesity: Targets and Therapy 2016:9 submit your manuscript | www.dovepress.com
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Francoeur findings in the literature of vascular depression characterized by low dysphoric mood, and of depression and alexithymia in diabetes, CVD, and obesity, suggest that this masked depression, as revealed by low positive affect, may be prevalent, although it is not clear whether masked depression is more likely when these conditions occur separately or together.
Therefore, the present study aims to predict the symptoms and overall level of subthreshold and clinically significant depression, which may be masked in presentation, in older adult subgroups with progressive CVD (hypertension alone, silent CVD, VCI, stroke, and post-stroke cognitive impairment). More refined subgroups will target participants who are also overweight and/or diagnosed with diabetes to determine whether specific vascular-metabolic interactions contribute to masked depression. The inclusion of items that tap positive affect is a special feature of the CES-D Depression Scale that may help us detect masked depression characterized by anhedonia or alexithymia, as well as non-depressive distress.
Materials and methods
Although depression in which dysphoric mood is acknowledged poses no new methodological concerns, the detection of possible masked vascular depression presents a methodological challenge. Separate evidence suggests that the potential for masked depression may be revealed through screening approaches with items to detect low levels of positive mood, which are typically excluded from symptom scales and diagnostic measures of depression. 54, 55 An exception is the CES-D scale, which is used in the present study. Furthermore, CES-D total score thresholds are used to select participants with subthreshold (16> CES-D >10) or clinically significant (CES-D ≥16) depression. Based on the self-reported symptoms, participants with excess weight, diabetes without complications, and cerebrovascular conditions were not already likely to be experiencing major depression (CES-D >27).
Masked vascular depression occurs when participants are not likely to endorse depressed mood items that reveal self-awareness of dysphoria (felt sad, could not shake blues) and yet are likely to endorse low positive mood (including anhedonia; reverse-coded items for happy, enjoyed life, felt hopeful, as good as others), psychomotor retardation (including anhedonia; talked less than usual, bothered by things), interpersonal difficulties (people disliked me, people unfriendly), or remaining depressed mood items that may reflect apathy, fear, or alexithymia (felt depressed, crying spells, felt fearful, life a failure). When other depressed mood items are low, clinically significant endorsement of "crying spells" could be a signal that underlying dysphoria is denied or unconsciously experienced (alexithymia).
Sample
The present study analyzed data from the first wave (1982) (1983) of the New Haven, Connecticut site of the Established Populations for the Epidemiologic Studies of the Elderly (EPESE), a representative community survey of non-institutionalized adults aged ≥65 years sponsored by the National Institute on Aging. 56 The two-stage, stratified, systematic random sample design was conducted in separate clusters of elders living independently in the community. Furthermore, all residents of public senior housing (income restricted) and private senior housing were included (ie, a census).
The overall sample resulted in 1,169 men (85% response rate) and 1,643 women (86.4% response rate). Men were oversampled; other sampling weights for non-response and a census-based age-by-sex distribution were applied. The survey of demographic, psychosocial, and health-related characteristics was administered during face-to-face interviews. Participants (proxies for 2%) provided written consent. The institutional review boards of Columbia and Adelphi Universities exempted from review the deidentified, public version of these data used in the present study.
Measures
CES-D
The CES-D queries respondents about the frequency of 20 symptoms over the prior week using a four-category scale ("rarely or none of the time" to "most or all of the time"). Total scores range from 0 to 60. Research on sensitivity and specificity suggests that a total score of 16 or higher reveals "clinically significant" depression involving subsyndromal depression or a depression syndrome 57 and a total score between 11 and 15 targets participants with "subthreshold" depression who may be at heightened risk of developing clinically significant depression. 58 Four factors (depressed affect, positive affect, somatic activity and psychomotor retardation, and interpersonal problems) were detected across the adult age range in several studies, in addition to an overarching second-order factor for the overall level of depression.
A rigorous study of elderly medical inpatients revealed confounding of CES-D scores with symptoms of physical illness in the absence of depression. 59 Consequently, in addition to using a total CES-D score cutoff of 16 to identify participants at risk for a depressive syndrome, the study applied a minimum score of 4 on the depressed affect factor (based on five items). Use of both criteria linked CES-D scores more closely with diagnostic criteria for depression (DSM-III-R), which improved 
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Depression with metabolic and vascular disease the predictive power of the CES-D. A more stringent score of 6 was recommended for research studies without a confirmatory diagnostic interview and is adopted in the present study.
Cumulative Illness Rating Scale-Geriatrics (CIRS-G)
The CIRS-G is a measure of vascular disease that has been used to classify patients with depression as being at risk of experiencing a vascular-mediated depression. 60 The CIRS-G classifies patients into one of five ordinal categories based on their most progressed vascular condition. The measure has demonstrated reliability and validity in heterogeneous samples. 61, 62 In the present study, similar categories approximating the CIRS-G were derived from other New Haven EPESE survey items (no hypertension; suspected coronary disease or suspected high blood pressure without antihypertensive medications; taking antihypertensive medications; coronary disease or confirmed high blood pressure without antihypertensive medications; and history of non-hospitalized stroke, angina, or claudication). The CIRS-G criteria were broadened within the last category to include criteria for vascular depression subtypes proposed by Steffens and Krishnan; 20 intermittent claudication and angina are included in the final category due to the strong relationship of ischemic heart disease and atherosclerosis in cerebral and peripheral arteries. The scale appears valid in the New Haven EPESE site since those taking antihypertensive medications displayed higher readings for systolic and diastolic blood pressures than the first two non-treated subgroups in the scale. 63 
Short Portable Mental Status Questionnaire (SPMSQ)
Cognitive functioning was assessed using the SPMSQ. The SPMSQ is considered to be reliable and valid in different populations of older adults, including EPESE studies involving the New Haven and other sites. 64 Evidence of impaired cognitive functioning is assessed based on the total error responses, "don't know" responses, and response refusals. Four or more errors reflect moderate to severe cognitive impairment. The error rate increases with advancing age within each racegender subgroup in the New Haven EPESE. 56 In the present study, SPMSQ scores provide the basis for establishing the ordinal categories of progressive CVD, as revealed in Table 1 . Based on whether a stroke with hospitalization was reported on the CIRS-G, participants with moderate to severe cognitive impairment were classified to be at risk for VCI or post-stroke cognitive impairment, the two major categories of cognitive impairment due to CVD.
Other participants reporting a history of vascular disease on the CIRS-G who reveal intact through mild cognitive impairment (ie, less than four errors on the SPMSQ) were classified into categories for acute stroke (with hospitalization), silent CVD (other vascular diseases, except hypertension), or hypertension.
Blood pressure
The self-reported item of hypertension impacts the first three categories of the CIRS-G scale, which are based on elders' self-reports to the items: "Has a doctor ever told you that you had high blood pressure? Are you currently taking any medication for this?" It is important to note the weakness in using this measure since its objectivity has not been established.
To correct for possible bias from this item, standardized measures of systolic and diastolic blood pressure were used to create a separate indicator for detecting potentially unreported hypertension (systolic, diastolic, or both). The average of the first and second readings for systolic and diastolic blood pressures was used. However, few participants were reclassified as having hypertension.
In addition, these standardized measures were used to derive a dummy variable for the vascular condition of low diastolic blood pressure in the context of normotensive systolic blood pressure, which some evidence suggests is implicated in co-occurring depression with masked presentation. 65 Diastolic hypotension, which is common in the overtreatment of systolic hypertension, may be implicated 
Overweight and diabetes
There is some evidence that self-reported height and selfreported weight are each reliable, 66 although proxies were used in some cases. In any event, both measures should be valid to distinguish respondents who are overweight from all others. The body mass index (BMI) was calculated as weight in kilograms divided by the square of height in meters. Participants scoring 25 or higher on the BMI were overweight (24.9 < BMI < 30) or obese (BMI = 30+); they were classified as a single group due to insufficient numbers of participants in either subgroup.
Participants were also asked whether they had "diabetes, sugar in the urine, or high blood sugar." Despite the weaknesses of self-reported diabetes, the estimated gender-based prevalences of diabetes in the overall New Haven community of older adults (13.5% males; 13.2% females) appear valid since they are similar to those obtained from the other three EPESE sites.
Of those reporting diabetes, only participants with type II diabetes who had not progressed to require insulin and without evidence of diabetes complications were coded affirmatively within the dichotomous diabetes variable. Participants indicating use of insulin were excluded because they were assumed either diagnosed with type I diabetes (who are likely to present with a very different depression symptom profile) or contending with type II diabetes that had progressed to require insulin. All participants with indication of diabetes complication were excluded based on either vision loss (which may reflect retinopathy) or intermittent claudication (calf pain during ambulation due to peripheral vascular disease and often accompanied by peripheral neuropathy) because factors associated with diabetes complications may confound the masked profile of vascular depression in diabetes without complications. For instance, pronounced sadness is common in depression with co-morbid vision loss, which may be due to retinopathy.
Demographic correlates and age-associated chronic life stressors
Gender, race (black, white), and age were specified as co-factors. Several chronic life stressors that may be associated with advancing age are also accounted in order to distinguish them from developmental effects due to aging. Furthermore, vascular depression has been clinically observed to occur in contexts of low economic status and chronic life stressors, which could aggravate the condition. 21 The present study uses an income equivalence scale to adjust annual family income to account for family size. A dummy variable was created to identify participants with low adjusted family income (≤$5,000).
A dummy variable was created to identify participants with low education, based on not having completed high school.
A dummy variable was created to identify participants at risk for social isolation. At-risk participants score two or less on an index calculated from survey items regarding the number of family members and adult children who are alive, as well as the number of close relatives and close friends seen at least once a month.
Recent widows (up to 2 years) were distinguished from non-recent widows to separate depressive symptoms related to recent grief and loss from chronic psychosocial stressors associated with widowhood.
There is direct empirical support for some chronic life stressors in the context of vascular depression. Family history of alcohol or drug use is a highly significant risk factor (odds ratio 4.42) in distinguishing patients with vascular depression from those with non-vascular depression. 19 Therefore, a dummy variable, alcohol, was created to reflect high alcohol consumption based on the summative frequencies of beer, wine, and liquor consumed in the past month. In addition, dummy variables were created to indicate when participants were smokers or reported impairments in instrumental activities of daily living (impaired IADLs).
Finally, an ordinal variable (0-8) was created to control for confounding from the number (and not type) of cerebrovascular risk factors (CVRFs) in the explanatory analyses. The risk factors that contribute to this measure are hypertension, myocardial infarction, congestive heart failure, silent CVD, VCI, stroke, post-stroke cognitive impairment, any diabetes (type 1 with insulin, type 2 without complications, and diabetes with complications), and diastolic low blood pressure.
Analyses
The independent (x) variables were the progressive vascular conditions (hypertension, silent CVD, VCI, stroke, post-stroke cognitive impairment, and low diastolic blood pressure), the co-occurring metabolic conditions (overweight, type 2 diabetes without complications), and in some analyses, demographic correlates and chronic life stressors. All independent (x) variables were dummy variables, and multicollinearity was low across the set of x variables. The outcome (y) variables consisted of the individual items from the CES-D Depression Scale, which were four-category, 
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Depression with metabolic and vascular disease ordinal variables, and in some analyses, the derivative latent factor for total depression. SPSS (Version 19) was used to derive most of the final variables and obtain frequencies and Mplus (Version 5.21) to derive the remaining final variables.
Depressive symptoms endorsed by subgroups of older adults with co-morbid metabolic and vascular conditions were modeled in Mplus (Version 5.21) using multivariate regression and MIMIC regression based on the MLR estimator (maximum likelihood parameter estimates with standard errors [SEs] that are robust to non-normality and non-independence in complex random samples 67 ). The analyses test all possible interactions of each of the progressive cerebrovascular conditions with overweight, diabetes, or both moderator variables. To distinguish whether influential contexts may depend on the absence of excess weight and/or diabetes, re-estimated analyses replace overweight and diabetes, one at a time, with their counterpart variable reflecting the absence of the condition; extended analyses also test smoker and non-smoker as interacting terms. Note that the analyses include both genders and ethnic groups (black and white), although when unique estimates were possible, models were run separately in older women.
Each of the multivariate regressions predicts the CES-D items simultaneously as 20 observed outcomes (ie, multiple y variables) without also incorporating them as loadings of a latent trait. This means that the multivariate regression may reveal whether specific CES-D items of dysphoric mood may be visible or masked during screening with the self-reported CES-D Depression Scale, but it does not also model the profile of depressive symptoms that occur within the specific, co-occurring overweight-diabetes-vascular condition itself nor adjust for the level of latent depression.
In contrast, the counterpart MIMIC regression does also incorporate this profile of depressive symptoms and adjusts for the level of latent depression. It comprises a regression (the multiple causes) that predicts a measurement model based on a latent trait and their individual observed (y) items (the multiple indicators). In the present study, a single latent factor for depression is specified, with each of the 20 CES-D items loading onto this factor.
Each descriptive MIMIC specifies the overweight and diabetes predictors, the progressive vascular condition of interest, and their interaction(s) to model the moderating effects by overweight condition and/or diabetes on relationships between a cerebrovascular variable and each of the 20 CES-D items (ie, direct effects), while also accounting for their relationship to latent depression (ie, indirect effects). These descriptive MIMIC analyses model visible effects while controlling for the level of latent depression; however, they do not account for potential confounding factors that may account for these relationships, which may vary in different samples.
It is important to account for these demographic correlates and chronic life stressors because they may be related not only to vascular depression but also to obesity, diabetes, and CVD. 21 In the parallel explanatory MIMIC, the initial set of first-order correlates or co-factors (x variables) consists of demographic correlates and age-associated chronic life stressors as well as predictors for cancer, congestive heart failure, lost 10 pounds, and the number of CVRFs. These potential confounding predictors are specified prior to the overweight and diabetes predictors, the progressive vascular condition of interest, and their interaction(s). Finally, the specific interaction terms are specified to model the moderating effects by overweight condition and/or diabetes on relationships between a cerebrovascular variable and each of the 20 CES-D items (ie, direct effects) after accounting for their relationship to the latent factor of depression (ie, indirect effects). Since a number of descriptive MIMIC models are tested, each explanatory MIMIC also prevents accepting spurious findings that may arise from type 1 error. Figure 1 illustrates the explanatory MIMIC for the interactions among hypertension, overweight, and diabetes in older males.
A limitation of MIMIC models in the literature concerns the lack of an approach to specify these models so that unique estimates can be obtained for all slope parameters and their SDs. In order to obtain an identified model, one of the pathways in the multiple causes portion of the model is not estimated; however, findings can shift considerably depending upon which pathway is not estimated. Usually, the pathway that is not estimated corresponds to a causal factor that is believed to have a minimal and restricted influence on the measurement items or on the overall latent trait. However, this choice is tricky and often implausible given the shared variation across the psychometric items and the multivariate nature of the estimates. There is no way to know for sure whether any of the possible identified models will yield valid estimates similar to those that would have been obtained if the exhaustive model could have been estimated. 69, 70 The present study overcomes this identification problem by demonstrating a unique way that the author has devised to specify an unbiased MIMIC model that completely links the confirmatory factor analysis portion of the model to the multiple regression portion of the model. It yields exhaustive profiles of a psychometric latent factor and all of its observed measures (the multiple indicators) within participant subgroups (the . Also, arrows are not drawn to reflect the residual effects from each of the 17 CES-D items to minimize distracting complexity within the figure. Note d: Although each of the four non-traditional items (lonely, fearful, people were unfriendly, and people disliked me) contributes to the sensitivity and specificity of the CES-D scale in detecting real cases of subsequently confirmed clinical depression, they are not standard symptoms of depression. Corresponding instrumental variables (when CES-D ≥ 11) are specified to predict virtually all the variation within each of these four non-traditional items (when CES-D ≥ 0) because unpredicted residual variation within any of them may confound direct estimates (Path 2) to any of the remaining 16 standard items of depression. In addition, at least one of these instrumental variables is needed to resolve the problem of estimation indeterminacy that would otherwise result due to there being one too few degrees of freedom for estimation of a MIMIC model in which every direct effect is specified. Note e: The last predictor shown in (A) and (B), lonely regardless of depression (CES-D ≥ 0), is added 1) to account for unique variation from the last CES-D item, lonely-continuous (CES-D ≥ 11; Path 4); and 2) to permit estimation of the bi-directional effects of lonely (CES-D ≥ 11) by using two versions (ie, continuous and ordinal) of the variable (bi-directional Path 5). Because the instrumental variable lonely (CES-D ≥ 11) is a subset of the broader original variable, lonely regardless of depression (CES-D ≥ 0), the former accounts for virtually all the remaining variation in lonely (CES-D ≥ 0), which prevents confounding of direct paths to other items (Path 2). Although not shown, similar instrumental variables and bi-directional effects are specified for each of the three remaining non-traditional items (fearful, people were unfriendly, and people disliked me). Note f: In (A) and (B), part of the overall variation in lonely (CES-D ≥ 11), attributed to pre-existing lonely feelings, predicts the latent trait of depression. In (A), part of the overall variation in lonely (CES-D ≥ 11) manifests as an item from the measurement model portion of the MIMIC (ie, in bi-directional Path 5, the right path is an effect indicator with factor loading parameter λ), reflecting lonely feelings that manifest as a component of the latent factor for depression. However, in (B), this part of the overall variation in lonely (CES-D ≥ 11) occurs as a separate factor in the structural (regression) portion of the model; it is an outcome of the latent factor for depression (ie, with causal parameter B). Estimated values of the parameters for lonely, l and B, are equivalent. Thus, estimates from both versions of the MIMIC model are equivalent. Note g: To prevent confounding of direct effects to the traditional symptoms of depression, the same type of specification used with the lonely item is used with each of the remaining three non-traditional CES-D depression items not shown in (A) and (B) (ie, fearful, people were unfriendly, and people disliked me). In the same way that lonely-continuous (CES-D ≥ 0) predicts its instrumental variable (ie, lonely-continuous [CES-D ≥ 11]), each of these three items predicts its corresponding instrumental variable when CES-D ≥ 11 (not shown). Although bi-directional arrows are only drawn (Path 5) to and from lonely (CES-D ≥ 11) in (A) and (B), all four items are estimated with bi-directional effects, and again, estimated values of the parameters λ and Β remain equivalent. Note h: David Kenny's web page on identification discusses the conditions in which instrumental variables may be used. 68 One important condition is that the instrumental variable must be highly correlated with the original variable, but cannot be correlated with the residual term when the original variable is regressed on the instrumental variable: Y = b(I) + U, where Y is the original variable, I is the instrumental variable, and U is the residual term. In the innovative instrumental variable approach for estimating an exhaustively specified MIMIC introduced in the present study, the original variable for a particular CES-D item, Y, includes the responses from participants with residual symptoms (CES-D < 11) as well as the responses from participants with subthreshold and clinically significant symptoms (CES-D ≥ 11). In contrast, the instrumental variable, I, only reflects subthreshold and clinically significant symptoms (CES-D ≥ 11); the original responses for participants with subthreshold or clinically significant symptoms are retained, while the responses for participants with residual symptoms are set to zero. This means that for participants with residual symptoms, I is always zero, while U is identical to Y, resulting in a low correlation between the instrumental variable (I) and the residual term (U). Similarly, for participants with subthreshold or clinically significant symptoms, I is identical to Y and U is always zero, again resulting in a low correlation between the instrumental variable (I) and the residual term (U 
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Depression with metabolic and vascular disease multiple causes) by estimating bidirectional relationships involving four of the 20 measurement model items using an instrumental variable approach.
This improved approach provides a novel and more valid way to specify non-traditional items within the measurement model. Four non-traditional items (lonely, unfriendly, disliked me, and fearful) were included when the CES-D Depression Scale was created in order to improve the specificity and sensitivity of the instrument in identifying actual cases of subsequently confirmed clinical depression. 71 Unlike the remaining items, none of these items falls unambiguously into any of the specific symptom categories of diagnostic instruments, such as the DSM-V. Arguably, these items are closely related causes and effects of depression. Therefore, in addition to their traditional pathways as "effect indicators" within the measurement model, the opposite pathways as "causal indicators" are also specified. Strictly speaking, they are not bidirectional measurement items of the latent trait of depression and should be considered closely related variables in the structural model that cause, and are effects of, the latent trait (eg, Figure 1B ). However, estimates from both specifications are equivalent, as Figure  1A and B show using the non-traditional item, lonely. For conceptual simplicity, the four bidirectional items, along with the remaining CES-D items, are all retained within the measurement portion of the model during estimation (eg, Figure 1A) .
Furthermore, the improved approach employs a completely overlapping, and subsumed, instrumental variable for each of these four non-traditional items that completely accounts for variation in each of them. Recall that these four non-traditional items were included in the creation of the CES-D Depression Scale only to improve its sensitivity; they do not contribute legitimately to depression phenomenology. The instrumental variable approach excludes the variation from these non-traditional items from influencing the psychometric profile of depression within metabolic-vascular disease subgroups. Otherwise, this non-traditional variation would confound the unique contributions of the traditional items to the profile of depression items that distinguish each vascular/metabolic subgroup. This innovation is an advance over the common instrumental variable approach in which a different variable is sought, or an index of variables is created, which is highly correlated with the original variable. Some bias in slope estimates and SEs results in using the traditional approach since the instrumental variable is not completely overlapping, and subsumed, within the original variable (ie, there is no perfect overlap in the responses to the original and instrumental variables by the subgroup of interest in which participants exceed a certain threshold). More critically, however, the traditional procedure is not sufficiently reliable because the available data do not often yield a suitable variable or index of variables to serve as the instrumental variable. In contrast, using the original variable to create its own instrument, the improved approach is unbiased and reliable. Figure 1 , note h, provides additional information.
In both the descriptive and explanatory MIMIC model specifications, the non-traditional ordinal items that contribute to the latent factor of depression (lonely, people unfriendly, people dislike me, and fearful) are also specified as continuous endogenous (y) variables that predict the latent factor of depression, allowing estimates of bidirectional relationships between each non-traditional item and total depression.
For instance, in panels A and B of Figure 1 , lonely regardless of depression (CES-D ≥ 0) predicts lonely-continuous (CES-D ≥ 11), which permits us to estimate the relationship represented by the left dashed arrow in Path 5 that predicts the latent factor of depression. Essentially, lonely regardless of depression (CES-D ≥ 0) solely predicts an overlapping, and subsumed, instrumental variable, which is identical except for excluding values for residual depressive symptoms when CES-D <11 (ie, positive responses for residual symptoms are set to zero, such that positive responses are retained only in cases of subthreshold or clinically significant depression). In contrast to the stochastic or probabilistic relationships of the ordinal traditional items (where the "multiple causes" portion of the MIMIC is based on ordinal probit regression), this study is justified in creating a continuous variable for each of the non-traditional CES-D items because the relationship between the continuous variable and its identical, overlapping instrumental variable is deterministic in participants with CES-D scores ≥11 (the "multiple causes" portion of the MIMIC is based on continuous regression here). These instrumental variables constitute a necessary and non-biasing source of exogenous information (ie, from outside the model) in order to obtain an identified model with unique estimates for all parameters. advanced than hypertension. More than half of the sample was classified as being overweight based on a BMI of at least 25 (54.1%) and more than one in ten (11.2%) reported type II diabetes (without complications). Overweight or diabetes conditions co-occurred with progressive CVD in about one-third of all participants (32.3%), and close to half with these co-occurring conditions were at risk for subthreshold or clinically significant depression (CES-D ≥11; 46.4%).
Results
Descriptive statistics
Inspection of Table 2 reveals that across the overall categories of vascular conditions (hypertension, silent CVD, vascular cognitive impairment, stroke, post-stroke cognitive impairment, and low diastolic blood pressure), the overall categories of metabolic conditions (overweight and diabetes), and their co-occurring clustered conditions, participants reporting subthreshold or clinically significant depressive symptoms ranged from about one out of every three participants with the condition to about one out of every two participants with the condition.
The two exceptions are in the overall categories of metabolic conditions for older males. Between one out of every four and one out of every five older men who were overweight reported subthreshold or clinically significant depressive symptoms, and about one out of every six older men who disclosed diabetes reported subthreshold or clinically significant depressive symptoms. Since diabetes was self-disclosed and not medically assessed, the lower levels of depressive symptoms might indicate that undiagnosed diabetes may be more of an issue in older males; however, this lower rate did not also characterize any of the co-occurring clustered conditions with diabetes in older males.
Multivariate findings Levels of evidence for masked depression
The potential for masked depression in each cerebrovascular-metabolic subgroup is based on a comparison of each multivariate regression reported in Table S1 with the counterpart descriptive MIMIC and explanatory MIMIC reported in Table 3A-D. (Table S1 reports multivariate regressions, which are not interpreted separately but are used in the assessment of evidence for masked depression [+++, ++, +, 0] in Table 3A-D) . Table 3A -D reports the descriptive MIMICs and parallel explanatory MIMICs that were conducted; these specifications contribute to indices of excellent overall model fit, which are listed in a footnote to each table panel (A-D).
Although dysphoric mood is clearly indicated by items such as blue, crying, and sad, other closely related items of negative affect are ambiguous and may reflect masked depression. For instance, in the absence of items that clearly indicate dysphoric mood, the item depressed may reflect anhedonia in some participants. Items reflecting low positive affect (eg, reverse-coded items for happy, enjoyed life, or hopeful) or interpersonal symptoms (eg, talked less than others) also suggest the potential for masked depression when they occur in the absence of items that clearly indicate dysphoric mood.
In Table 3A -D, the symbol (+++) indicates the strongest level of evidence that reveals the potential for masked depression in participants. This evidence for a vascular condition or subgroup occurs when none of the negative affect items of dysphoric mood from the CES-D Depression Scale are statistically significant, or if statistically significant, reveal , these fit indices are not available for MIMIC models with ordinal measurement items, such as the four-category CES-D items in the present study. They were derived from counterpart MIMIC models in which all CES-D measurement items of the latent trait of depression were specified to be continuous measures. In contrast to the ordinal models in which separate ordinal variables, along with their identical, overlapping instrumental variables, were specified for each of the non-traditional CES-D items, the specification in the continuous models differed in using a single continuous variable based on the sum of all four non-traditional CES-D measurement items, along with its identical, overlapping instrumental variable, as a "causal indicator" for estimating the pathway of the bi-directional relationship that predicts total depression. (Note that the four non-traditional CES-D items are still retained as individual items that serve as "effect indicators" for estimating the pathway of the bi-directional relationship that manifests as a result of the latent trait of depression.) In addition, the discrete nature of the continuous data (in contrast to the probabilistic nature of the data for analysis in the ordinal models) also allows residuals of CES-D items to be correlated, which contributes to model fit. It is unknown whether the need to collapse the four non-traditional items into a single variable in the continuous model tends to erode its fit; however, the fact that there is adequate fit in the continuous models across four fit indices despite this possibility may be taken to reveal that there is proper specification and adequate fit to the data within the ordinal models. For each subgroup, potential masked depression is based on a comparison of the multivariate regression reported in Table 2 with the counterpart MIMIC reported in Table S1 . Refer to the main text for more information. , these fit indices are not available for MIMIC models with ordinal measurement items, such as the four-category CES-D items in the present study. They were derived from counterpart MIMIC models in which all CES-D measurement items of the latent trait of depression were specified to be continuous measures. In contrast to the ordinal models in which separate ordinal variables, along with their identical, overlapping instrumental variables, were specified for each of the non-traditional CES-D items, the specification in the continuous models differed in using a single continuous variable based on the sum of all four non-traditional CES-D measurement items, along with its identical, overlapping instrumental variable, as a "causal indicator" for estimating the pathway of the bi-directional relationship that predicts total depression. (Note that the four non-traditional CES-D items are still retained as individual items that serve as "effect indicators" for estimating the pathway of the bi-directional relationship that manifests as a result of the latent trait of depression.) In addition, the discrete nature of the continuous data (in contrast to the probabilistic nature of the data for analysis in the ordinal models) also allows residuals of CES-D items to be correlated, which contributes to model fit. It is unknown whether the need to collapse the four non-traditional items into a single variable in the continuous model tends to erode its fit; however, the fact that there is adequate fit in the continuous models across four fit indices despite this possibility may be taken to reveal that there is proper specification and adequate fit to the data within the ordinal models. For each subgroup, potential masked depression is based on a comparison of the multivariate regression reported in Table 2 with the counterpart MIMIC reported in Table S1 . 2 , these fit indices are not available in MLR estimation for MIMIC models with ordinal measurement items, such as the four-category CES-D items in the present study. They were derived from counterpart MLR-estimated MIMIC models in which all CES-D measurement items of the latent trait of depression were specified to be continuous measures. In contrast to the ordinal models in which separate ordinal variables, along with their identical, overlapping instrumental variables, were specified for each of the non-traditional CES-D items, the specification in the continuous models differed in using a single continuous variable based on the sum of all four non-traditional CES-D measurement items, along with its identical, overlapping instrumental variable, as a "causal indicator" for estimating the pathway of the bi-directional relationship that predicts total depression. (Note that the four non-traditional CES-D items are still retained as individual items that serve as "effect indicators" for estimating the pathway of the bi-directional relationship that manifests as a result of the latent trait of depression.) In addition, the discrete nature of the continuous data (in contrast to the probabilistic nature of the data for analysis in the ordinal models) also allows residuals of CES-D items to be correlated, which contributes to model fit. It is unknown whether the need to collapse the four non-traditional items into a single variable in the continuous model tends to erode its fit; however, the fact that there is adequate fit in the continuous models across four fit indices despite this possibility may be taken to reveal that there is proper specification and adequate fit to the data within the ordinal models. For each subgroup, potential masked depression is based on a comparison of the multivariate regression reported in Table 2 with the counterpart MIMIC reported in Table S1 . Refer to the main text for more information. negative factor loadings. Furthermore, this evidence is more pronounced when negative affect or interpersonal items of anhedonia (eg, talked less than others) and/or low positive affect items are statistically significant. The same pattern of effects by identical items in the descriptive MIMIC must also occur in the corresponding explanatory MIMIC. Although the same or different items may occur in the corresponding multivariate regression, the same type of pattern must continue to hold; however, masked depression is also indicated if the multivariate regression yields no statistically significant items.
The symbol (++) indicates that there is some evidence that reveals the potential for masked depression in participants. It is similar to (+++); however, the overall depression score, , these fit indices are not available for MLR estimation of MIMIC models with ordinal measurement items, such as the four-category CES-D items in the present study. They were derived from counterpart MLR-estimated MIMIC models in which all CES-D measurement items of the latent trait of depression were specified to be continuous measures. In contrast to the ordinal models in which separate ordinal variables, along with their identical, overlapping instrumental variables, were specified for each of the non-traditional CES-D items, the specification in the continuous models differed in using a single continuous variable based on the sum of all four non-traditional CES-D measurement items, along with its identical, overlapping instrumental variable, as a "causal indicator" for estimating the pathway of the bi-directional relationship that predicts total depression. (Note that the four non-traditional CES-D items are still retained as individual items that serve as "effect indicators" for estimating the pathway of the bi-directional relationship that manifests as a result of the latent trait of depression.) In addition, the discrete nature of the continuous data (in contrast to the probabilistic nature of the data for analysis in the ordinal models) also allows residuals of CES-D items to be correlated, which contributes to model fit. It is unknown whether the need to collapse the four non-traditional items into a single variable in the continuous model tends to erode its fit; however, the fact that there is adequate fit in the continuous models across four fit indices despite this possibility may be taken to reveal that there is proper specification and adequate fit to the data within the ordinal models. For each subgroup, potential masked depression is based on a comparison of the multivariate regression reported in Table 2 with the counterpart MIMIC reported in Table S1 . Refer to the main text for more information. 
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Depression with metabolic and vascular disease the overall level of depression is higher than in other participants. This ambiguity suggests that there may be potential for masked depression in some participants on account of the inconsistencies in the presentation or profile of depression symptoms across participants with the vascular condition or in the vascular subgroup.
The symbol (+) indicates that there is more limited, tentative evidence that there may be potential for masked depression in some participants. The pattern of evidence in the abovementioned paragraphs describing (+++) or (++) occurs in one or two, but not all three, types of statistical analyses (ie, the descriptive MIMIC, explanatory MIMIC, and multivariate regression) for a vascular condition or subgroup, such that one or more negative affect items of dysphoric mood are statistically significant in the remaining statistical analysis or analyses. The MIMIC models constitute the proper specifications for revealing the profile of depression items for a vascular condition or subgroup because they account for the overall level of depression (depression), along with the individual items of the CES-D Depression Scale. Therefore, the most sound of the scenarios reflected by (+) indicate potential for masked depression in the context of evidence for its consistent presentation or phenomenology based on the depression item profiles, or higher overall level of depression, within vascular conditions or subgroups. These situations occur when the pattern of evidence, as described in the abovementioned paragraphs describing (+++) or (++), occurs in the descriptive and explanatory MIMICs, and the negative affect item(s) of dysphoric mood are limited to the multivariate regression.
One might ask why the multivariate regressions were estimated at all, given that they do not model the precise profile of depression, or overall level of depression, within a vascular condition or subgroup. The multivariate regressions were conducted to reveal whether depression items may nonetheless stand out for some individuals and be detected during an assessment of the endorsed items from the CES-D Depression Scale, without also considering, and adjusting for, the overall level of depression (depression). In these scenarios, some -but not all -individuals with a vascular condition or from a vascular subgroup may still be detected during assessment to be depressed based on their sufficient endorsement of dysphoric items on the CES-D Depression Scale, even as the relationships across all individuals with the vascular condition, or from the vascular subgroup, that predict dysphoric mood items do not remain statistically significant in the descriptive and explanatory MIMIC analyses. These differences occur because the multivariate regressions estimate relationships that are based on the overall variation within each CES-D item, with all relationships across the CES-D items estimated simultaneously, while the MIMIC analyses estimate relationships that are based on the unique variation within each CES-D item after accounting for shared variation with other CES-D items and the overall level of depression (depression). On the other hand, (+) also includes scenarios in which the descriptive and/or explanatory MIMIC reveal dysphoric mood item(s), while the multivariate regression does not. These situations suggest that there may be individuals with masked depression who may be missed when clinicians depend only on inspecting the endorsed items from the CES-D Depression Scale, especially since the relationships across all individuals with the vascular condition, or from the vascular subgroup, that predict dysphoric mood items remain statistically significant in the descriptive and explanatory MIMIC analyses.
Finally, the symbol (0) reveals that there is no evidence to suggest the potential for masked depression. Negative affect item(s) of dysphoric mood from the CES-D Depression Scale are statistically significant in the descriptive and perhaps explanatory MIMIC, as well as the multivariate regression, conducted for the vascular condition or subgroup. Table 3A -D reveals several CES-D items that are positive and statistically significant in the descriptive MIMIC regressions for each of the overall categories of vascular conditions (hypertension, silent CVD, stroke, and vascular cognitive impairment) but not in their respective explanatory MIMIC regressions. However, when overweight and/or diabetes co-occur with these progressive vascular conditions, all of these clustered conditions reveal the same CES-D items, or the latent trait of depression, to be positive and statistically significant in the descriptive and respective explanatory MIMIC regressions.
Overall patterns and specific findings
There is consistent evidence in Table 3A -D of masked vascular depression (+++ or ++) in older males with clustered conditions related to the metabolic syndrome. In older males, hypertension × overweight × diabetes predicts the latent factor of depression; silent CVD × overweight predicts enjoyed life and talked less than others; and silent CVD × diabetes predicts hopeful, everything an effort, difficult concentrating, lonely, unfriendly, and disliked me. When similar clustered conditions were also statistically significant in older females, the depression was not masked.
There is also consistent evidence of masked depression (+++ or ++) in the overall sample and/or in older females with 
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Francoeur clustered overweight conditions without diabetes involving more advanced vascular disease. In the overall sample and in older females, stroke × overweight × no diabetes predicts bothered by things, everything an effort, and not get going. In older females, vascular cognitive impairment × overweight × no diabetes predicts enjoyed life, poor appetite, unfriendly, and disliked me. In the overall sample, vascular cognitive impairment × not overweight × no diabetes predicts the latent factor of depression.
More tentative evidence of masked depression (+) occurs across the progression of vascular diseases in the following clustered conditions: hypertension × not overweight × diabetes in older females; silent CVD × no smoking × not overweight in older males; silent CVD × no smoking × no diabetes in older males; silent CVD × no smoking × no diabetes in older females; stroke; stroke × diabetes; stroke × overweight × diabetes; VCI; and VCI × overweight in older females.
Finally, the following vascular diseases and clustered conditions show evidence of non-masked depression (0): hypertension; silent CVD; silent CVD × overweight in older females; and vascular cognitive impairment × overweight. Recall that the explanatory MIMIC regressions for hypertension and silent CVD do not show positive and statistically significant CES-D items. Only the two clustered conditions reveal evidence of dysphoric mood in the descriptive and explanatory MIMIC regressions as well as the multivariate regression
Discussion
The collective findings of the present cross-sectional study of an epidemiological community sample of older White and Black Americans provide evidence that co-occurring conditions of excess weight, diabetes, and vascular disease interact to predict clinically significant vascular depression. When other findings from the literature were also considered, it becomes apparent that interactions are not limited to those among diabetes and co-occurring physical conditions that predict co-morbid depression experienced within the same timeframe, but that interactions among diabetes and co-morbid depression within the same timeframe may occur as well that in turn predict the eventual development or progression of vascular disease. For instance, the literature reveals that older Mexican Americans with type 2 diabetes experienced a gradient of risk in developing macro-and microvascular complications during a 7-year period when they experienced "minimal" depression (0 < CES-D < 16) or clinically significant depression (CES-D ≥ 16), and these findings were replicated based on clinical diagnostic criteria. 72 Thus, interactions across physical and mental health conditions are likely to be ubiquitous; however, for the purposes of screening for participants with vascular depression, or at risk of developing vascular depression, interactions that manifest within the same time period among co-occurring physical conditions are most useful in identifying subgroups at risk for vascular depression.
The present study reveals that presentations of vascular depression may be hidden or "masked" because self-reported sadness or feeling blue is not prominently endorsed. Instead, clinically significant levels of low positive affect, anhedonia, and, potentially, social withdrawal are indicated. Although response biases to CES-D items of dysphoric mood, which older men and other subgroups may experience as stigmatizing, cannot be ruled out, the findings do not reveal masked depression in all subgroups of older men with metabolic/progressive vascular disease. If the only influence on masked depression in older men were response bias due to perceived stigma in endorsing dysphoric mood, masked depression in all of the metabolic/ vascular subgroups of older men with depression would be expected. The fact that this outcome did not occur suggests that there may be significant scope for alexithymia within specific metabolic/vascular subgroups. The New Haven EPESE data did not include a measure for alexithymia, which future investigations should address.
The present study affords evidence that in older males, the less progressed stages of vascular disease (hypertension, silent CVD) in the context of co-occurring metabolic illness (overweight and diabetes) are more likely to present with masked depression and can present with a diverse or troubling pattern of symptoms.
The metabolic syndrome of hypertension, excess weight in the abdominal versus hip area, and diabetes is common in older males; however, the symptom profile of depression is likely to be very heterogeneous since the descriptive and explanatory MIMIC models only predicted the overall level of depression (depression). This heterogeneity in the symptom profile is also suggested by the evidence for a bidirectional relationship between the metabolic syndrome and depression in both cross-sectional and longitudinal meta-analyses. 73 Different patterns and levels of symptoms may tend to be endorsed in any given situation depending on whether the metabolic syndrome is operating as a risk factor for depression or vice versa. Another possibility is that different hypertension medications, or classes of medications, may precipitate heterogeneous side effects that result in 
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Depression with metabolic and vascular disease inconsistent symptom profiles. As alexithymia is linked to hypertension, [36] [37] [38] it will be important for future research to determine whether the inconsistency in depression symptom endorsement by older males with hypertension is related to alexithymia.
The symptoms of masked depression in overweight, older males with silent CVD (enjoyed life, talked less than others) suggest anhedonia and perhaps alexithymia. In addition to serving as a risk factor for precipitating or accelerating hypertension and diabetes, overweight condition has a bidirectional relationship with depression according to the findings of a longitudinal meta-analysis. 74 Overweight condition is associated with major and minor depression, 75 and depression almost doubles the risk of developing diabetes. 76 The symptom pattern of masked depression in older males when diabetes co-occurs with silent CVD (hopeful, everything an effort, difficulty concentrating, lonely, unfriendly, and disliked me) suggests distress; it may indicate poor glycemic control and poor adherence with diabetes medication, exercise, diet, and self-care regimens for other illness conditions such as hypertension and hyperlipidemia. 11, [77] [78] [79] Of course, these impaired outcomes may also be linked to depressive symptom profiles in other clusters of metabolic and vascular diseases.
Different symptom patterns of masked depression emerge in the more progressed stages of vascular disease. Masked depression is detected in older women, or in both genders, within specific metabolic/vascular subgroups with stroke or VCI. The findings of heightened alexithymia in women with either right-or left-hemisphere stroke 48 support the present study finding of masked depression in overweight older women without diabetes who reported stroke (bothered by things, not get going, and everything an effort). (These symptoms of masked depression also occur in the non-gendered subgroup in the full sample.) Two items (unfriendly and disliked me) remained statistically significant in the descriptive and explanatory MIMIC models that revealed masked depression in overweight older women without diabetes who had VCI. It is possible that these two items reveal relationship difficulties that stem from aggressive behavior due to a lower tolerance threshold in patients with vascular dysfunction and depression, as reported recently by Turk et al. 80 However, this interpretation would not apply universally, and it might be speculated, may not apply as much to the weight loss, wasting, and perhaps more extensive alexithymia in more advanced phases of vascular dysfunction. The basis for restricting how widely the interpretation may apply has to do with the heterogeneous symptom profile of depression when both genders with VCI were neither overweight nor diagnosed with diabetes -only the overall level of depression (depression) is statistically significant in the descriptive and explanatory MIMIC models. Finally, there is tentative evidence for masked depression in several metabolic/vascular subgroups across the stages of vascular disease, although no specific patterns emerge in these subgroups.
With the exception of the masked depression symptom pattern suggestive of anhedonia in overweight, older males with silent CVD (enjoyed life and talked less than others), the symptom patterns of masked depression among the participant subgroups in this study end up satisfying a stricter definition of masked depression proposed by Judd et al. 81, 82 These investigators revealed evidence of "subsyndromal symptomatic depression" in which two-thirds to three-fourths of depressed individuals do not meet DSM-IV criteria for major depression, dysthymia, minor depression, or recurrent brief depression because they do not endorse either dysphoric mood or anhedonia despite other depressive symptoms. It is disconcerting that these individuals with masked depression are likely to be missed in a diagnostic interview, which further supports the utility of screening targeted subgroups at risk using a self report depression scale such as the CES-D. These individuals would appear to be experiencing distress, alexithymia, and/or somatization (the tendency to experience and communicate psychological distress as physical symptoms), depending on their symptom profile of depression. Of course, the less strict definition of masked depression based only on low endorsed dysphoric mood remains useful since health providers are likely to miss depression characterized by anhedonia in the absence of screening.
Although much of the depression in participant subgroups with co-occurring cerebrovascular and metabolic conditions is clearly masked in its presentation, several additional disease clusters are equivocal regarding masked depression, which suggests a more variable symptom profile where depression may present as masked in some participants and non-masked in others. Finally, there is evidence of nonmasked depression that clearly emphasizes dysphoric mood in only two participant subgroups (ie, overweight older women with silent CVD and overweight participants of both genders with VCI).
The present study uses a novel model specification strategy to estimate exhaustively specified latent trait or MIMIC models, affording a new kind of empirical evidence regarding the types and range of profiles of masked depression that manifest in co-occurring metabolic and progressive vascular conditions. Well-validated measures and a strict approach to partial out confounding factors were employed. Recall that in each of the overall cerebrovascular conditions 
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Francoeur (ie, hypertension, silent CVD, stroke, and vascular cognitive impairment) in Table 3A -D, several CES-D items are positive and statistically significant in the descriptive MIMIC regressions but not also in the respective explanatory MIMIC regressions. However, it is striking that these vascular conditions interact with overweight condition and/or diabetes within either of the gender subgroups, or within the sample overall, to predict multiple, positive CES-D items, or the latent factor of depression, which are statistically significant in both the descriptive and parallel explanatory MIMIC regressions. This highly consistent pattern suggests that there may be multiple profiles, or contributing phenomenology, of depression in progressive vascular disease that may be influenced by various co-occurring physical conditions and psychosocial factors. Therefore, in addition to using validated measures and accounting for confounding factors, it is important to model specific co-occurring conditions -in this study the metabolic and inflammatory conditions of obesity and diabetes -in order to identify specific profiles of depression related to these co-occurring conditions.
The highly consistent findings across the descriptive and corresponding explanatory MIMIC models support the contention that careful attention to modeling co-morbidity may help address the tradeoff dilemma in which it is feasible to use more extensive, gold standard measures only in smaller observational studies while comprehensive control of the range of confounding factors is possible only in larger studies. 83, 84 However, it might still be premature to assume that modeling co-morbidity will necessarily go far enough in addressing the tradeoff dilemma since the study data afford related unique strengths that may also have played an important role. For most adults, retirement and changes in social roles occur at the age of 65 years; thus, independent correlates for depression might shift at this age as well. Since the New Haven EPESE data are limited to older adults of age ≥65 years, minimal confounding of age-related correlates is an important strength of these cross-sectional data. Furthermore, the age distribution is evenly divided between the young-old (65-74 years) and old-old (75+ years). Finally, co-occurring illnesses may be more prevalent in senior housing facilities than among other older adults living independently, and the inclusion of all older adults in these facilities in the study sampling frame assures that these co-occurring illnesses are well represented.
The study has several limitations. In contrast to the overweight condition and progressive categories of CVD, which are based on objective health criteria, diabetes is a self-report measure; it is likely that the EPESE community survey missed undisclosed and undiagnosed diabetes. A larger overall sample is necessary to identify co-occurring cerebrovascular conditions that were more progressed and much less prevalent, as well as their co-occurrence both with being overweight and diabetes; this is especially true in the older male subsample. The secondary data did not include a validated measure of alexithymia. Therefore, CES-D profiles by individuals without alexithymia in coping with the distress of their illness conditions cannot be distinguished from CES-D profiles of individuals experiencing alexithymia, part of which may involve distress aggravated by the lack of emotional and physiological regulation from alexithymia. The prevalence of total CES-D scores between 16 and 27 (mild or minor depression or subsyndromal depression), and especially >27 (severe or major depression), was insufficient to estimate these separate, more restricted models. Finally, the lack of follow-up confirmatory diagnostic assessments is an important limitation, although a two-stage scoring method for research situations without follow-up confirmatory assessments was used to link CES-D scores more closely with DSM-III-R diagnostic criteria. 59 However, the CES-D also affords a unique advantage for screening compared to other self-report inventories and diagnostic criteria. It may be more appropriate to conceive the four non-traditional items within the CES-D as tapping the closely related construct of distress rather than depression, although it may not be the case that these four items tap all forms of distress. Even so, the CES-D can reveal participants experiencing distress, depression, or depression with distress. With regard to at-risk subgroups with metabolic and vascular conditions, the use of the self-report CES-D to detect distress and depression, including masked vascular depression, could have critical utility in preventive and transdisciplinary care programs (involving social workers and other mental health clinicians, physicians, and nurses) in convenient settings such as primary care, assisted living facilities, home healthcare, and senior centers. These programs may be more cost-effective if there is a greater focus on larger patient subgroups with unmet medical care needs, as recommended by Gastelum et al. 10 Older men at risk for undiagnosed diabetes and the metabolic syndrome constitute one large patient subgroup where targeted screening for masked depression may be cost-effective. Depressive symptoms may serve as a clue to undiagnosed diabetes, which was found to be 1) more common in individuals who were male, overweight, or hypertensive (ie, with the metabolic syndrome), 85 2) an indicator of non-adherence to diabetes diet or care regimen, 86 
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Depression with metabolic and vascular disease weight loss programs. 87 There is some evidence that alexithymia may lead to unhealthy dietary habits and sedentary lifestyles. 88 In addition, alexithymia is a stronger predictor of emotional eating, a behavioral manifestation of distress, in obese men than obese women. 44 Larsen et al 44 attribute this finding to the greater means for emotional regulation available to women, and they call for interventions that are targeted to men to curb emotional eating.
Conclusion
The scope for targeting cost-effective screening may be especially promising in older men with the metabolic syndrome (either hypertension or silent CVD in the context of excess weight and/or diabetes), given their more pronounced frequency in the representative New Haven community. There is also scope for targeting older women or both genders in several diabetes and/or overweight clusters that involve stroke or VCI. Replicating the study findings in different data can help us strategize how to use screening instruments more costeffectively by targeting their use within older adult subgroups who appear to be at greater risk for major depression, undiagnosed diabetes, or non-adherence to medical care regimens or dietary and lifestyle interventions, any of which may accelerate progression of metabolic and cerebrovascular conditions. Although the study has placed primary emphasis on identifying participant subgroups with clear evidence of masked depression, depression screening and follow-up should also include the targeted subgroups in this study with non-masked depression (ie, with clearly endorsed dysphoric mood) and with equivocal findings regarding masked depression. 
